authors felt an ASA classification of 3+ ("severe systemic disturbance"), while a subjective rating by anesthesiologists, should be used for patients with more advanced disease states, particularly by experienced practitioners.
I always applaud any study on VTE, as it is a study on complication, which costs some personal pride. Any worthwhile attempt to make our specialty safer is worthy of publication. As such, the most glaring statistic out there for anyone who still is a naysayer is that despite all of the patients being on SCD and 80% anticoagulated, this cohort had 1.5% incidence of VTE. The rate is not zero in our specialty. 2 The other studies that report abdominoplasty (1.4%), belt lipectomy (9%), and head and neck surgeries (1%), are all consistent with this study. [3] [4] [5] This issue comes down to what kind of model you employ for assessing risk. There are two alternatives: a risk assessment model that analyzes each patient and a procedure-based approach that analyzes the procedure being done. Our original approach was an adapted Caprini Dr Davison is an Associate Professor of Otolaryngology, Georgetown University Hospital, Washington, DC. Ms Hayes is the patient care coordinator at a private plastic surgery practice in Washington, DC. risk assessment, modified to make it simpler to use. Our second approach blended Caprini RAM with procedure weighting. A procedure-based approach would ignore the patient and treat the procedure (ie, circumferential body lift, free flaps, trauma cases). This article attempts to identify a usable risk assessment model, ASA vs Caprini. To us, it doesn't matter which you use as long as you use something to make an educated decision. If ASA has a higher correlation-excellent!-it has already been graded by anesthesia for you. All that is required is applying a rule such that an ASA greater than 3+gets chemoprophylaxis.
As ever, nothing is that simple. This study was retroactive using a level-one city hospital population, which tends to be at a higher risk of VTE. This was not a study of untreated vs treated but rather a hybrid of both. What would the VTE rate in these 2 groups be without anticoagulation is the real question. How much had risk assessment helped? A problem in establishing absolute risk ratio using ASA vs Caprini scores is that this studies patients who had a VTE, mostly while anticoagulated, using a risk assessment model to identify those who need anticoagulation. The purist study would be assessing ASA vs Caprini models for patients without prophylaxis. With our current understanding of this risk, this alternative is no longer possible and in violation of primum non nocere.
The Caprini model has always been a graduated risk assessment, and as such, where you put the division will always be important. As this study shows, a Caprini score with a patient in the highest risk is more sensitive. 6 Some plastic surgery applications of the Caprini RAM is too aggressive; for example, we do very few cases shorter than their 45-minute cut off, and in plastic surgery, short cases are in-office procedures without anesthetic. The hardest problem we have seen over the last decade is finding a model we can consistently apply to plastic surgery-maybe ASA is it.
In conclusion, VTE remains a risk; here, it occurs in 1.5% of patients on some form of prophylaxis. Consider a RAM or procedure-based process to assign risk of VTE. If the ASA score is easier to use as the anesthesiologists have already assessed your patients, use 3+ ASA as a risk for VTE, treat them with chemoprophylaxis, and have a low postoperative threshold for suspecting complications from VTE.
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